My Student Elective
An Australian in Southampton GRAHAM A COLDITZ As a final-year student at the University of Queensland, I was most fortunate to be able to come to Britain for the Annual Scientific Meeting of the Association for the Study of Medical Education (ASME) and to undertake four weeks of orthopaedic instruction in the relatively new medical school at Southampton during October 1979. This allowed me to compare the British medical education system and Health Service with the Australian equivalents. Most of my information came from Southampton, but I also visited departments of general practice and community medicine at Guy's Hospital Medical School and had lengthy discussions with many participants at the ASME meeting, especially people from the Centre for Medical Education at Dundee.
Undergraduate and preregistration training I was disappointed that the early medical contact that Southampton offered to its first-year students was no more than four visits to a general practitioner followed by a seminar, several visits to an antenatal clinic, the observation of a birth, and a follow-up visit to the mother and child. All Australian medical schools now provide some patient contact for first-year students either in general practice or in the teaching hospitals. I noticed, however, that medical courses last for five years in Britain, whereas they last for six in Australia. I the present system in Queensland. I hope that our medical board may be able to follow the lead of the Postgraduate Medical Education Committee of the Faculty of Medicine at Southampton University.
Postgraduate education
Several features of the British postgraduate education system were appreciably different from the Australian. Firstly, British postgraduate education is much better organised than its haphazard Australian equivalent. While this structure obviously results from the structure of the National Health Service it certainly has much in its favour. Also the fact that registrars are provided a half-day release a week for postgraduate education shows a greater commitment to postgraduate education by the NHS administration than by Australian hospitals. I was also impressed by the day-release course provided for trainee general practitioners. The British Government has introduced regulations pertaining to a three-year training programme for graduates intending to enter general practice as principals, as set out in the National Health Service (Vocational Training) Act 1976. In contrast, although the Royal Australian College of General Practitioners has for six years been offering a fouryear training programme for intending general practitioners, there have been no moves to make such training compulsory.
British postgraduate education and training is helped by the vast flow of patients through NHS hospitals. Unfortunately, in Australia almost all general practice and more than half the specialist care are done in private practice and are thus inaccessible to the trainees in the various specialties. This creates considerable difficulty at both graduate and undergraduate levels in many specialties, but especially in obstetrics and gynaecology.
Finally, I was aware that there was far less concern about an oversupply of medical graduates in Britain than there is at present in Australia, where the effects of oversupply are already being felt.
Other observations which may be of interest include the fact that British health services are obviously under different geographic pressures from those in Australia. In Queensland a graduate in his second postgraduate year could well be in a town with but one other doctor and-the nearest regional or base hospital 600 km away. Our rural general practitioners all excise skin lesions; the vast majority perform appendicectomies and herniorrhaphies; and most attend 20 or more confinements a year. The geography of the State thus places unique pressures on our medical training; sixth-year students may travel up to 2000 km to do their surgery term in a provincial city hospital.
Another point I want to mention is to do with British cultural heritage. In a nation where many medical schools have histories which go back far beyond the foundation of almost all the Australian medical schools, I did at times feel that the tradition and history may have hindered progress or at least slowed it to a pace which is slower than the pace of change in most Australian medical schools. There may be many reasons for this, but I did feel that the British schools I came in contact with throughout my stay were less inclined to change than our own. Furthermore, the role of students in medical schools and in the Association for the Study of Medical Education appeared to be far less than in Australia. The University of Queensland Medical Faculty has had a student on its faculty executive since 1970. All Australian medical schools have strong student representations on faculty boards, and our own medical faculty encourages student participation in the design and construction of the medical course within the various teaching departments. Also the Australasian and New Zealand Association for Medical Education has had student representation on its executive committee since 1974, and actively encourages student attendance and participation in its annual conference. I was unable to find any medical school in Britain that was using senior students like the University of Queensland, where they are employed as tutors in anatomy, medical sociology, and social and preventive medicine.
In conclusion, I must emphasise that I was particularly impressed during my stay by the developments in teaching general practice or primary medical care at undergraduate, preregistration, and postgraduate levels. This stood out to me as the most dynamic area of education and training in Britain, while postgraduate education in general impressed me by its organisation and structure. It is first of all important to establish that the patient does indeed suffer from lymphoedema. After the doctor has taken a full clinical history and done a clinical examination he may suspect lymphoedema but other diseases that increase tissue fluids must be considered and eliminated by appropriate investigations. Venous oedema may also usually be identified leaving lymphoedema as the likely diagnosis, but in difficult cases phlebography may be indicated. The definitive investigation for lymphoedema is direct contact x-ray lymphography, which can show the lymphatic defect and indicate if the lesion is that of primary (idiopathic) lymphoedema or secondary to some disease affecting lymphatic vessels or lymph nodes. Lymphoedema in a young woman developing over three years is probably primary lymphoedema, due to hypoplasia of lymph vessels or an abnormality of the lymph nodes as a primary congenital defect. There has usually been an incident at the onset of the oedema that unmasks the complaint, such as a sprain of the ankle, an insect bite, infection, or some other traumatic incident. 
